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I NTRO D U C TIO N
Ortner's syndrome, more commonly known as cardiovocal syndrome, is a clinical entity characterised by hoarseness that is attributable to a cardiovascular disease resulting in left recurrent laryngeal nerve palsy. Ortner, in 1897, first described this syndrome in a patient with mitral stenosis and left atrial enlargement.
(1) Since its first description, various underlying cardiopulmonary causes resulting in left recurrent laryngeal nerve palsy have been well documented. (2) Herein, we report the case of a patient who presented with atypical
Ortner's syndrome and painless dysphagia.
CA S E R EPO RT
A 68-year-old Chinese man was admitted for painless dysphagia associated with a six-month history of nausea, malnutrition, weight loss and hoarseness. Right vocal cord palsy was detected during nasoendoscopy. Physical examination revealed that the patient was severely underweight with a body mass index of 14 kg/m 2 . His blood pressure was 115/70 mmHg, and his heart rate was 70 bpm. Both the first and second heart sounds were audible, with pansystolic murmur detected at the apical region.
The patient's jugular venous pressure was not elevated, but bibasal crackles were present. Chest radiography demonstrated overall cardiomegaly and signs of left atrial dilatation, as evidenced by an additional right heart border and a prominent bulge in the left heart border ( Fig. 1) . The patient's resting 12-lead electrocardiography (ECG) showed sinus rhythm (Fig. 2) . The P wave was notched and prolonged, with a duration of more than 110 ms. The biphasic P wave was present in leads V1
and V2, with the duration of the negative phase greater than 40 ms. These ECG features are also highly suggestive of left atrial enlargement.
Barium swallow revealed an external indentation of the anterior oesophagus at the level of the aortic arch, with resultant dilatation of the proximal oesophagus (Fig. 3 ). This was attributed to either cardiomegaly or an unfolded aorta. The pulmonary artery was not dilated, with pulmonary arterial systolic pressure estimated to be 30 mmHg.
Computed tomography (CT) of the thorax was performed to exclude noncardiac causes of extrinsic oesophageal compression, and it confirmed a grossly dilated left atrium Of the aforementioned criteria, a negative phase duration of P wave in V1 that is > 40 ms is the most sensitive electrocardiographic feature, while notched P wave is the most specific feature. (4) The ECG presented in Fig. 1 imaging modality could be considered if TTE is not diagnostic.
In conclusion, the present study highlights the importance of including cardiovascular disease in the differential diagnoses of patients presenting with hoarseness and/or painless dysphagia.
Although TTE is usually diagnostic for left atrial enlargement, clinicians should remain cognisant of the limitations of TTE, which were illustrated in the present case.
